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Hydrobromide ‘Roche’ . . . inducing prompt pain relief th 
with longer duration of analgesic effect than morphine, ” 
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preoperative medication and postoperative analgesia. ve 
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in pain-depressed patients the morning after an evening dose.’”* ty 
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: Levo-Dromoran Tartrate Ww 
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2:1328 (Dec. 20) 1952. t 
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De Rebus Medicis Ct Politics 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 


Bob Hope tells the story of the safety 
suggestion to the new auto driver who was 
warned to keep one eye on the road ahead 
and one eye on the driver behind him. Said 
driver spent all of his time with a good eye 
on the road and the other on the rear-view 
mirror. He, therefore, did not see the driver 
who came out of no-where from a side-road 
and proceeded to knock our hero into the 
next county! Perhaps this story applies to 
the medical profession which has been en- 
thralled by the road ahead under Eisenhower 
and yet has kept a jaundiced eye on the 
driver recently left behind. The difficulty is 
that the gentleman in front can turn off of 
the main road and show up atthe side road 
and knock all of us into a strange society! 

“Hope (spelled with a lower-case “h’’) 
springs eternal in the human breast.” 
American medicine had great “hope” on No- 
vember fourth and again on January 
twentieth viewing the road ahead, and fe- 
eling relief at finally passing a dangerous 
twenty year driver. But eternal means a 
long, long time. Everything appeared fine 
until the front driver suddenly showed up 
on the side road and knocked us into frus- 
tration with driving strangely resembling 
our dangerous departed road-hog. 

Among other strange appurtenances with 
which our new driver has shown up is H-R 
6812, a 10.5 million man-power motor which 
was formerly distantly seen in the rear-view 
mirror. It has no business being out in front 
or on the side road for that matter. 

The Honorable Dan Reed (R-N. Y.), who 
during the past session of Congress, has had 
to eat a lot of political crow, apologetically 
introduced H R 6812 at the “request” of the 
Eisenhower administration. The resolution 
calls for the extension of “social security” 
to another 10.5 million Americans, especially 
to the self-employed of this great country — 
doctors, lawyers, dentists, architects, grocers, 
engineers, farmers, accountants, veterina- 
rians, optometrists, ranchers, independent oil 
men, et al, ad infinitum. 

Seems like there is a good view of this 
spectacle in our rear view mirror! Isn’t this 
one of the things that Americans voted 


WHICH WAY ARE YOU LOOKING, IKE? 


against in the last election? Isn’t this one 
thing that helped convince West Texans to 
vote Republican for the second time in 
history? How does it happen that the big 
man got off of the highway — the highway 
of freedom and Americanism without the 
cracked pavement of socialistic reform? 
Perhaps the answer lies in the statement of 
the late Senator Taft that our present social 
security laws did not provide insurance, 
rather they provide “only another form of 
taxation.” Our friend Ike is having budget 
and tax troubles. 

Your Senators and Congressmen are now 
coming home between sessions. You need to 
tell them that you do not believe that the self- 
reliant professional people of this country 
need another tax to assure their “social se- 
curity.” You can tell them, also, that there 
is another bill pending in congress which will 
serve your interest and America’s welfare 
better than H R 6812. Ask them to support 
the Jenkins-Keogh bills which would pro- 
vide for voluntary pension plans-without 
government intervention or control of in- 
dividua) incentive. Tell them that the glare 
of the lights of the future is too much for 
Mr. Eisenhower, so he is spending his time 
looking at the rear-view mirror. Americans 
did not vote to go backward when they 
changed administrations. H R 6812 is a re- 
version to the recent past. 


IN MEMORIAM 


During the past very short time America 
has lost three great sons, and, in them, 
American medicine has lost great leaders, 
friends and advisors. More capable writers 
have written adequate obituaries and me- 
morials for Elmer Henderson, Frank Lahey 
and Robert Taft. It is sufficient, therefore, 
to state simply that while there has never 
been a completely indispensable person, these 
men were certainly indispensable to Ameri- 
can medicine in their time — medicine’s hour 
of need. America shall long remember their 
services in behalf of freedom. A man is 
indispensable to his own particular family. 
The American ideal was the “other family” 
for these servants of mankind. 
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SOUTHWESTERN MEDICAL ASSOCIATION TO MEET 
IN TUCSON, OCTOBER 29 - 31 


Physicians from the Southwest will 
gather in Tucson, Arizona, October 29 - 31 
for the 35th annual meeting of the South- 
western Medical Association, and the meet- 
ing will mark the first time since 1940 that 
Tucson will have served as a site for the 
convention. Always an attractive city for 
convention activities, Tucson has shown a 
remarkable expansion and development in 
‘its medical facilities, which will be of con- 
siderable interest to those visiting the city 
for the first time in several years. 

Announcement of speakers obtained for 
the annual session has been made. Partici- 
pating on the program will be the following: 
Dr. Marion B. Sulzberger, who is Professor 
and Chairman of the Department of Der- 
matology and Syphilology of the New York 
University Post-Graduate Medical School; 
Dr. Henry K. Ransom, who is Professor of 
Surgery at the University of Michigan Me- 
dical School; Dr. Donovan C. Browne, As- 
sociate Professor of Medicine at Tulane 
University; Dr. Merl J. Carson, Professor 
of Pediatrics at the University of Southern 
California School of Medicine; Dr. William 
Paul Thompson, Clinical Professor of Me- 
dicine at the College of Medical Evangelists, 
Los Angeles; and Dr. Edmund B. Spaeth, 
Professor of Opthalmology at the University 
of Pennsylvania Graduate School of Me- 
dicine. 

The scientific program is scheduled to 
run on the following lines: Thursday, Oct. 


Dr. Browne 


29, morning session, Opthalmology and 
Gastroenterology; afternoon session, Sur- 
gery, Pediatrics, and Gastroenterology; Fri- 
day, October 30, morning session, Gastro- 
enterology, Surgery, and Cardiology; after- 
noon session, Surgery, Cardiology, and Pe- 
diatrics ; Saturday, October 31, morning ses- 
— Dermatology, Pediatrics, and Cardio- 
ogy. 

Dr. Sulzberger, who has not yet an- 
nounced the subjects on which he will speak, 
is also the Director of Dermatology and 
Syphilology of the Skin and Cancer Unit and 
University Hospital at the New York Uni- 
versity-Bellevue Medical Center. He is 
Editor of the Year Book of Dermatology and 
Syphilology, author of numerous books and 
scientific papers in Dermatology and Al- 
lergy, and Consultant Dermatologist to the 
Bureau of Medicine of the United States 
Navy. 

Dr. Ransom, who is also Surgeon to the 
University of Michigan Hospital, has an- 
nounced that he will speak on “Diverticulitis 
of the Colon,” “Surgical Treatment of Duo- 
denal Ulcer,” and “Diseases of the Breast.” 

Dr. Browne is also Chief of the Depart- 
ment of Gastroenterology at the Touro In- 
firmary, Visiting Physician at Charity Hos- 
pital, and Chairman of the Section on 
Gastroenterology of the American Medical 
Association. His subjects will be ‘“Contro- 
versial Problems in the Management of 
Peptic Ulcer,” “Postgastrectomy Dumping 


Dr. Carson 
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Dr. Spaeth 


Syndrome,” and “The Management of 
Chronic Ulcerative Colitis.” 

Subjects for Dr. Carson are yet to be an- 
nounced. He is also Medical Director of the 
Childrens Hospital Society of Los Angeles. 

Dr. Thompson will speak on “Selection 
of Patients for Mitral Commissurotomy,” 
“Prevention of Coronary Thrombosis,” and 
“Management of Congestive Heart Failure.” 
Dr. Thompson is also Senior Attending Phy- 
sician of the Los Angeles County Hospital; 
Senior Physician of the Cardiac Clinic of 
the Childrens Hospital in Los Angeles; and 
Past President of the Los Angeles Heart 
Association and the California Heart As- 
sociation. 

The subjects for Dr. Spaeth are yet to 
be announced. 

Dr. Leslie R. Kober of Phoenix, Govern- 
or for Arizona of The American College of 
Physicians, has announced that a regional 
meeting of the College will be held on Oc- 
tober 28 just prior to the Southwestern me- 
eting. Dr. Harold Kohl of Tucson is assisting 
with arrangements for the program, which 
will be held in the afternoon of-October 28 
and that evening at a dinner session. Ad- 
ditional details of both this meeting and the 
annual Southwestern meeting will be an- 
nounced in the October issue of SOUTH- 
WESTERN MEDICINE. 

Tucson, a winter and health resort, is a 
colorful city for vacationers. Nearby is the 
Saguaro National Monument with its giant 
and picturesque Saguaro cactus. One of the 
attractions of Tucson is the University of 
Arizona. The Davis-Monthan Air Force 
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Dr. Thompson 


Base is located in the immediate area. A 
nearby Indian reservation, founded in 1700, 
is the San Xavier del Bac Indian mission. 

Tucson became a Spanish presidio in 
1776 under the name of Presidio de San 
Augustin de Tuguison and was acquired by 
the United States through the Gadsden 
Purchase in 1853. It was occupied by Con- 
federate troops in 1862, was the territorial 
capital from 1867 to 1877, and was in- 
corporated as a city in 1883. 

It is located on the Santa Cruz River 103 
miles southeast of Phoenix. 


ANEMIA 
Erroneous Anemia And Polycythemia 


Wilson, S. J. & Boyle, P., A. M. A. Arch. 
Int. Med. 90:602, 1952 


Simultaneous studies of peripheral blood 
volume were made in 62 patients with ap- 


parent hematologic disorders. In “neuras- 
thenic” anemia, hemoglobin and red cell 
values were below accepted normal values 
but the red cell mass was within normal 
limits. Decreased plasma volume accounted 
for erroneous diagnosis of polycythemia in 
several patients. There was a marked lack 
of correlation between peripheral blood 
values and blood volume in patients with 
polycythemia vera. Of 17 women whose 
condition had been diagnosed as anemia of 
pregnancy, only 9 actually had some type of 
hematologic disorder. 


Clinical Clippings, January, 1953. 
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APHORISMS 
TRUTHS AND CONCEPTS 
CONCERNING THE ENDOCRINE SYSTEM 
By Andrew M. Babey, M. D., Las Cruces, N. M. 
(Continued) 


17. “The clinical findings of pituitary in- 
sufficiency vary with several factors, the 
most important being the degree of pituitary 
destruction.” — R. F. Perkins & E. H. Ry- 
nearson, loc. cit. p. 578. 

18. “One patient may suggest Addison’s 
disease, another may strongly suggest myxe- 
dema, and a third may have few physical 
signs.”’ — R. F. Perkins & E. H. Rynearson, 
loc. cit. p. 578. 

19. “The classic patient will have amenor- 
rhea, atrophy of the gonads and genital tract, 
loss of libido, almost complete loss of pubic 
and axillary hair, absence of normal cutane- 
ous pigment, particularly obvious around the 
nipples, and lack of response to test sun irra- 
diation. The patient has a characteristic 
flabby facies, with thinning of the eyebrows 
and pallor of the cheeks. There is absence 
of sweating of the skin, as well as loss of 
the normal greasiness of the axillae. The 
patient has an increased sensitivity to cold, 
is physically weak, lacks ambition or interest, 
is often mentally slow, and usually talks with 
a slow, soft speech.” — R. F. Perkins & E. H. 
Rynearson, loc. cit. p. 579. 

20. “Complete and permanent loss of sex 
function is an invariable consequence, what- 
ever the origin of the pituitary lesion. .... 
In women, menstruation always ceases. When 
the pituitary lesion develops slowly, there 
may be a period of infrequent and scanty 
menstruation before complete amenorrhea 
develops. In cases in which the matter was 
investigated, there was a striking absence of 
the general symptoms which accompany the 
natural menopause. Information about the 
sex function in men is available for only 7 
patients, all of whom were impotent and had 
no libido.” — R. F. Perkins & E. H. Rynear- 
son, loc. cit. p. 580. 

21. “In both sexes loss of the pubic and 
axillary hair together appears to be of con- 
siderable diagnostic importance. Loss of axil- 
lary hair alone is not significant. The usual 
course is that the axillary hair is lost in a 
few months, but the pubic hair may persist 
for a year or two, and scanty short hairs may 
remain on the labia majora almost indefini- 
tely. However, in patients who had had the 
pubes shaved at the time when the pituitary 
was destroyed, there is commonly a clear his- 
tory that the hair did not grow again. The 


retention of pubic hair may be taken as an 
indication either that the pituitary lesion is 
not Severe, or that it is not of more than 
about two years duration.” — R. F. Perkins 
& E. H. Rynearson, loc. cit. p. 580. 

22. “All the patients examined by Shee- 
han and Summers had considerable thinning 
of the eyebrows. The loss was particularly 
marked over the outer part, as in myxedema, 
and any hair remaining in this position 
tended to be depigmented.” — R. F. Perkins 
& E. H. Rynearson, loc. cit. p. 580. 

23. “About half the patients are recorded 
as having had some thinning of head hair, 
and the other half as having had normal or 
thick head hair.” — R. F. Perkins & E. H. 
Rynearson, loc. cit. p. 580. 

24. “Striking pallor of the face is often 
noted; the color is often described as waxy 
white or albaster-like The loss of cuta- 
neous pigment appears to be due to a true 
interference with melanin production. The 
mammary areolae were always depigmented. 
Exposure of these patients to real or artifi- 
cial sunlight produced no pigmentation in the 
irradiated areas.” — R. F. Perkins & E. H. 
Rynearson, loc. cit. p. 581. 

25. “Most of the patients, particularly the 
women, have a characteristic and almost 
pathognomonic facial appearance. The facial 
contours tend to appear weak, suggesting 
what might be described as a partial regres- 
sion of those features which are normal in 
adults and become coarsened in acromegaly. 
There is a lack of animation in the face, 
giving an expression suggestive of myopathy 
or of a person asleep. Slight puffiness of the 
face, particularly below the eyes, is commonly 
present. The picture is completed by the thin- 
ning of the eyebrows and the striking pallor 
of the skin. These appearances are in some 
ways suggestive of myxedema.” — R. F. 
Perkins & E. H. Rynearson, loc. cit. p. 581. 

26. “Roentgenologically the heart is usual- 
ly small, in contrast to the enlargement which 
is sometimes seen in myxedema.” — R. F. 
Perkins & E. H. Rynearson, loc. cit. p. 581. 

27. “Rheumatism, particularly of the 
knees, was noted in 13 patients. The speech 
was recorded in 44 cases as slow, quiet, 
monotonous and rather hesitating. In 10 of 
these, chiefly in the terminal phases, it was 
noted as thick and slurred. The voice is 
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usually soft and gentle. Mental torpor is very 
common; the patient, having no initiative, 
loses interest in her home and friends, and 
settles into a state of placid inertia.” — R. F. 
Perkins & E. H. Rynearson, loc. cit. p. 582. 

28. “Some authors rather glibly assume 
that the differential diagnosis is easy because 
patients with pituitary insufficiency are pale 
(and in general this is true) and patients 
with Addison’s disease are pigmented (and 
in general this is true), but there are enough 
exceptions to warrant the statement that in 
making one diagnosis the physician should 
always exclude the other. We have had 2 
patients with pituitary insufficiency who had 
pigmentation suggestive of Addison’s dis- 
ease.” — R. F. Perkins & E. H. Rynearson, 
loc. cit. p. 583. 

29. “Some patients with pituitary insuf- 
ficiency have such marked hypoglycemia, 
particularly in the coma of a severely ill pa- 
tient, they are suspected of having hyper- 
insulinism. Study reveals that the hypogly- 
cemia is but a part of the syndrome.” — R. F. 
Perkins & E. H. Rynearson, loc. cit. p. 584. 

30. “In the opinion of Sheehan and Sum- 
mers the sugar tolerance curve is not of value 
in the diagnosis of pituitary insufficiency.” 
— R. F. Perkins & E. H. Rynearson, loc. cit. 
p. 587. 

31. “In pituitary insufficiency, however, 
cutaneous pigmentation is rare.” — R. F. 
Perkins & E. H. Rynearson, loc. cit. p. 593. 

32. “The disparity in figures between 
those recorded on the living patient and those 
found in the necropsy room strongly suggest 
that, when emaciation does occur in cases 
of pituitary insufficiency, it is frequently a 
terminal event. It is of course the usual find- 
ing in anorexia nervosa.” — R. F. Perkins 
& E. H. Rynearson, loc. cit. p. 593. 

33. “Cortisone has been a valuable addi- 
tion for the treatment of these patients. They 
are much improved both subjectively and 
objectively; and even at present prices, the 
cost in the average case is less than that of 
lipoadrenal extract.” — R. F. Perkins & E. H. 
Rynearson, loc. cit. p. 595. 

34. “We cannot emphasize too frequently 
the inadvisability of administering thyroid 
to any of these patients until the physician 
is certain that any adrenal failure has been 
controlled. .... Virtually all men and many 
women are markedly improved by the use 
of androgens, and our impression is that 
methyltestosterone is more effective than 
testosterone propionate. .... A woman should 
receive the usual discussion before androgens 
are administered, being warned that, if 
androgens are used in large enough doses 
over a long enough period, she may observe 
hirsutism, which disappears with the discon- 
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tinuance of the hormone, and lowering of the 
voice, which is permanent. The theoretic 
value of the androgenic hormones is not so 
much from their function as sex hormones 
as from their metabolic or anabolic proper- 
ties.” — R. F. Perkins & E. H. Rynearson, 
loc. cit. p. 595. 

35. “Acute exacerbations of hyperpara- 
thyroidism occur occasionally. Large quanti- 
ties of parathyroid hormone are presumably 
released ; a pronounced rise in serum calcium 
results, leading to pernicious vomiting, leth- 
argy, calcium precipitation and secondary 
necrosis of the renal tubules, and death in 
‘parathyroid crisis’ ensues.’”’ — Robert W. 
Schneider (Cleveland Clinic), Postgraduate 
Medicine, Volume 12, 1952, p. 294. 

36. “Polydipsia and polyuria may occur 
and be of sufficient intensity to simulate dia- 
betes insipidus.” — Robert W. Schneider, 
loc. cit. p. 294. 

37. “Roentgenologic studies of the teeth 
are of value in the diagnosis of hyperpara- 
thyroidism. The teeth themselves remain 
normal but there may be loss of caicium from 
the supporting lamina dura, with loosening 
of the teeth. Sometimes the teeth fall out of 
their sockets. Resorption of the lamina dura 
is more common to hyperparathyroidism than 
to other diseases involving bones but is not 
pathognomonic of the disease.”” — Robert W. 
Schneider, loc. cit. p. 295. 

38. “Hypercalciuria is almost always pres- 
ent in hyperparathyroidism. It is doubtful 
that the disease ever exists in its absence. 
The normal daily calcium excretion is some- 
what variable, depending on intake. After 
four days on an Aub diet the normal 24 hour 
urinary calcium excretion is 100 to 150 mg.. 
It is well over 200 in hyperparathyroidism, 
and when values less than 150 mg. per 24 
hours are found the disease generally can be 
excluded. The many nonparathyroid causes 
of hypercalciuria must be reviewed whenever 
a high urinary calcium excretion has been 
— — Robert W. Schneider, loc. cit. p. 

96. 

39. “The combination of a low serum 
phosphorus and an elevated serum calcium 
is highly indicative of hyperparathyroidism. 
This combination is seldom encountered in 
other diseases, although in rare instances it 
may occur in metastatic carcinoma or mul- 
tiple myeloma.” — Robert W. Schneider, loc. 
cit. p. 296. 

40. “The alkaline phosphatase is of ex- 
tremely limited value in the diagnosis of 
hyperparathyroidism. It is normal in all 
cases in which the skeleton is unaffected. It 
is, in reality, a rather reliable index of the 
degree of skeletal involvement and, when 

(Continued on Page 332) 
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DR. CARL H. GELLENTHIEN NAMED 
VICE-PRESIDENT OF THE A. M. A. 


Dr. Car] H. Gellenthien of Valmora, New 
Mexico, who was recently elected Vice-Pres- 
ident of the American Medical Association, 
has long been active in medical circles of 
the Southwest. 


He is a Life Member of the American 
College of Physicians 
anda Charter and Life 
member of the Amer- 
ican College of Chest 
Physicians, for which 
he has served as Pres- 
ident of the Rocky 
Mountain Chapter and 
as a member of the 
Board of Regents. He 
is a member of the 
House of Delegates of 
the AMA. 

From 1944 to 1946 
Dr. Gellenthien was 
President of the New 
Mexico State Medical 
Society and he has 
been a member of the 
Society’s Executive 
Council since 1947. He 
served as President of 
the New Mexico State 
Tuberculosis Associ- 
ation from 1942 to 
1946 and at present 
is a member of the 
Association’s Execu- 
tive Committee. He is 
a member of the 
Board of Trustees of the New Mexico Phy- 
sicians Service and also the New Mexico Di- 
vision of the American Cancer Society. He 
is President of the Affiliated Hospital Plan, 
New Mexico. 


He is a life member of the National Tu- 


Dr. Carl H. Gellenthien 


berculosis Association and for the last six 
years has been a member of the Association’s 
Board of Directors. He has served on the 
Board of Directors of the United Public 
Health League. 


He is a member of the Advisory Board 
of the Santa Fe Can- 
cer Clinic; a member 
of the Board of Cen- 
sors of the American 
Academy of Tubercu- 
losis Physicians; Past 
President of the San 
Miguel-Mora County 
Medical Society; Past 
Vice-President of the 
American Association 
of Railway Surgeons; 
and a founder member 
of the World Medical 
Association. 

He has contributed 
medical articles to 
many publications and 
is currently preparing 
a chapter entitled 
“Spontaneous Pneu- 
mothorax” for a me- 
dical textbook to be 
published under the 
title “Non-Tubercu- 
lous Diseases of the 
Chest’. 

Dr. Gellenthien is 
at present Medical Di- 
rector of Valmora Sa- 
natorium. Born in Chicago on Nov. 27, 1900, 
he received his M. D. from the University of 
Illinois School of Medicine in Chicago in 
1927 and took graduate training at the 
Trudeau School of Tuberculosis at Saranac 
Lake, N. Y. and at Harvard University in 
internal medicine. 


TEXAS ACADEMY OF GENERAL PRACTICE MEETS 


The Texas Academy of General Practice 
is holding its Fourth Annual Convention in 
Dallas, Texas, September 21-23. Convention 
site will be the State Fair Auditorium at 
Fair Park. The auditorium will seat 4400 
people, is air conditioned and has very fine 
acoustical qualities. 

Speakers from all over the nation will 
deliver post-graduate lectures for three days 


on many important specialties of interest to 
the general practitioner. All specialists are 
invited to attend the convention, as well as 
individuals interested in general practice, 
even though they are not members of the 
Texas Academy. Advance registration is 
$20 and should be requested by letter to Dr. 
— S. Seely, Medical Arts Building, Dallas, 
exas. 
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It is not the purpose of this discussion to 
review the voluminous literature of massive 
hemorrhage of the gastro-intestinal tract but 
rather to present a bed-side approach and 
evaluation of this most serious condition. 

To see one having a massive hemorrhage 
is to see a patient in shock, an acute emer- 
gency. The patient apprehensive, usually 
with a cold clammy and wet skin, beads of 
perspiration on the forehead, a ghastly pal- 
lor, seldom in pain, and in upper abdominal 
bleeding holding the inevitable pan in an- 
ticipation of recurrent vomiting. Those in 
attendance possibly in more panic than the 
patient, which is not conducive to calming 
the just fear of the stricken individual. 

A casual glance may reveal the ap- 
pearance of an otherwise healthy individual 
suggesting the possibility of an underlying 
ulcer; or a thin, emaciated appearance, pos- 
sibly cancer; or the same with a pot belly- 
cirrhosis and esophageal varices. 


HISTORY 


A lengthy and detailed history can wait 
for another day and to save the patient 
undue effort, most of the pertinent facts of 
his illness can be obtained from the family. 
Suffice it to know when the hemorrhage was 
first noted, by vomiting or by rectum, the 
approximate number of times of vomiting, 
the character of the bleeding, bright or dark 
red blood, coffee ground in appearance, or 
tarry stools, small clots or otherwise, whe- 
ther the patient has fainted or has had waves 
of nausea or weakness, which will bespeak 
continued bleeding and the presence or ab- 
sence of previous bleeding, or the presence 
and duration of digestive symptoms. 

Physical examination will consist of a 
brief examination of the heart and palpation 
of the abdomen very lightly with the tips of 
the fingers. A blood pressure reading below 
80 systolic is a critical level, pulse above 140 
equally so. If taken immediately after a vo- 
miting spell don’t be too alarmed if the blood 
pressure can not be obtained, but if this find- 
ing persists, then join the family in their 
state of panic for the prognosis is, to say 
the least, very grave. 


* Presented at meeting of District One Medical Association of 
Texas, February 13, 1953. 
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MASSIVE GASTRO-INTESTINAL HEMORRHAGE 
By James J. Gorman, M. D., El Paso* 


CAUSE 


At this point we have some idea as to 
the possible cause of the hemorrhage, at 
least we feel fairly certain as to whether the 
bleeding is due to esophageal varices, or, and 
it may confuse the picture, an esophageal 
hiatal hernia, or to a lesion in the stomach, 
duodenum or colon. 

To allay the fears of the patient a se- 
dative is usually indicated. I prefer 100.0 
mg. Demerol, or Sodium Phenobarbital 
grains 2, by hypo. If you prefer Morphine, 
give 4 grain and don’t procrastinate with 
small doses which may promote bleeding. 
Strictly empirically, since it is not indicated 
in all, 1 or 2 mg. of Vitamin K every four 
hours and 100.0 mg. of Vitamin C every six 
hours by hypo. Nothing by mouth. The pro- 
verbial icebag may relieve nausea, otherwise 
its only value is to please the family. The 
use of the various coagulants, in small 
amounts of water by mouth may be of value 
in your experience, but unsatisfactory in 
mine. 

Hospitalization is desired if accomoda- 
tions are available. An immediate blood 
count, though not too accurate at this time, 
and blood type should be obtained, other 
technical blood procedures are at times in- 
— but usually not immediately avail- 
able. 

An hourly pulse and blood pressure are 
invaluable as a guide to the continuance of, 
or cessation of bleeding. A rising pulse and 
a dropping blood pressure are ominous signs 
of continued bleeding, the reverse, at this 
stage, a welcome indication of retarded bleed- 
ing. I like to administer 1000 cc. of five 
percent Glucose in saline at this time. I do 
not subscribe to pouring in pints of blood, 
not always available any way, at this time. 
Oxygen is administrated if shock continues, 
if air hunger is evident, or if the pulse is 110 
or over. And then, watchful waiting with 
always the desire to do something more. 
Patience is usually a well timed virtue at this 
point and to quote from an old saying, “It 
is as important to know what not to do as 
it is to know what to do.” 

From here on, individualize your treat- 
ment. One visit a day is not sufficient to 
properly evaluate future treatment. Two, 
three or six visits may keep you from missing 
an emergency period. If the hemoglobin has 
leveled off at 60 or above, a transfusion is 
not necessary, give it if you will feel better. 
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Under 50 it is to be desired and unless signs 
of shock continue, I prefer to wait twelve to 
twenty-four hours to administer blood. Sa- 
line and Glucose to be continued as indicated. 

Red blood count and hemoglobin to be 
checked daily, hourly and then two hourly 
pulse and blood pressure readings. Determin- 
ation of non protein nitrogen is frequently 
of prognostic value and if it shows a sudden 
rise which is sustained at about 100.0 mg. 
the prognosis is grave. Cessation of bleeding 
will be indicated by a drop to normal. 

As to diet, I prefer a period of abstinence 
from food or water for a period of twelve 
to twenty-four hours, at which time the 
nausea will probably have disappeared. Then 
start on gruel, three or four ounces, or a 
bland cereal with one ounce milk or cream 
every three hours. To offer more food than 
this to a patient whose memory of nausea is 
still so recent is to invite refusal of what is 
proffered to him. The time honored milk 
and cream hourly or less frequent at this 
time will produce gas, an undesirable com- 
plication. One or two days of cereal and then 
add eggs, potato, rice, cottage cheese, milk 
and cream, if tolerated, custards, jello, 
gelatin, and on about the fifth day, puree 
vegetables, fruit, toast and the tenth to 
twelfth day bacon, chicken and beef. Gra- 
dual additions to be made to the diet to pro- 
vide a complete maintenance diet by the end 
of three weeks. For satisfactory therapeutic 
results individualize your diet and hours of 
feedings and in arranging the permanent 
diet, prepare it in accordance with the pa- 
tient’s occupation and hours of work and 
make your instructions specific. 


CONSTIPATION 


From the onset constipation will be a 
factor. I prefer to await the third or fourth 
day to give an enema and then every other 
day but be conscious of the fact that in older 
patients, at least, an impaction may form if 
you fail to obtain good evacuation. Mineral 
oil to be used if desired. Cathartics to be 
withheld for at least two weeks. The color 
of the feces is of importance after several 
days as an indication of absence of, or con- 
tinued bleeding. But unless otherwise in- 
dicated by the pulse and blood pressure don’t 
be alarmed if tarry stools persist for five to 
six days. 

Complete bed rest for a minimum of two 
weeks, preferably two and a half weeks and 
then graded up slowly and preferably not to 
return to work for four weeks from the 
onset. 

Blood regenerates quickly in this type of 
case but if desired administer iron or iron 
and liver by mouth. I prefer to wait one, 
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more usually two weeks before starting any 
indicated medication. 


X-RAY INTERPRETATION 


Anytime after two weeks roentgenological 
examination is indicated. Since x-ray in- 
terpretation will be inconclusive in at least 
ten or fifteen percent regardless of the time 
x-ray examination is made then what is to 
be our clinical diagnosis? Onset of hemor- 
rhage with vomiting of bright red blood will 
be indicative of esophageal varices, or eso- 
phageal ulceration. Especially so if we find 
an enlarged liver, prominent superficial ab- 
dominal vessels and a vague history of in- 
digestion indicative of cirrhosis. A history 
of high epigastric pain, frequently nocturnal, 
precipitated by being in a recumbent position 
and relieved by sitting up or walking around 
is suggestive of an esophageal hiatal hernia. 
You may have been told that this condition 
does not cause a massive hemorrhage, so lets 
say it in other words, that a hiatal hernia 
can produce mucosal irritation which can 
and may result in massive hemorrhage. 

Superficial gastritis or deep involvement 
of the hypertrophic type may be causative 
factors and the former may be suggested if 
a history of the ingestion of an irritant sub- 
stance can be obtained. 

A history of ulcer like symptoms which 
are not relieved by food and may at times 
come on while eating suggests the considera- 
tion of a prolapse of the gastric mucosa into 
the duodenal bulb. 

Needless to say bleeding from a duodenal 
ulcer and less frequently from a gastric ulcer 
and still less frequqently from malignancy 
hold priority over other conditions. The 
symptoms of these conditions are too well 
known by you to justify further elaboration. 

A discussion of other less common con- 
ditions such as pancreatic disease, polyps, 
angiomas, leukemia, cardiac conditions in 
particular endocarditis, and ball valve rup- 
ture of the aorta are beyond the scope of this 
limited discussion. 

Time does not permit a discussion of 
what I do not know regarding the symptoms 
of lesions of the small bowel, ditto all avai- 
lable literature with the exception of Meckles 
diverticulum and terminal ileitis, so we will 
pass to lesions of the colon as causative 
factors. 


BLEEDING 


Bright red bleeding from the rectum 
is of course indicative of bleeding from the 
anal canal, rectum or the recto-sigmoid area. 
Anal fissures, hemorrhoids, polyps and ma- 
lignancy immediately present themselves as 
possibilities. There can be no excuse for a 
patient complaining of bleeding from the 
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rectum ever leaving a doctor’s office without 
at least having a digital examination of the 
rectum. Many malignant lessions of the 
rectum are in easy reach of the examining 
finger. An yet, how often do we find this 
simple examination omitted and the reai 
cause of disability not discovered for far too 
long as a result of such an omission. A proc- 
toscopic or sigmoidoscopic examination of 
course should be done as early as possible. 
Dark red blood and clots are usually indi- 
cative of blood higher up the intestinal tract 
and again polyps and malignancy hold the 
front of the stage, but various forms of ul- 
cerative colitis may be the cause. I have no 
respect for the diagnosis of diverticula as 
the cause of bleeding. 

Let us not forget that bleeding from the 
colon at times may produce a black, gummy 
stool and if the symptoms are primarily 
lower abdominal, be certain that you do a 
barium enema first to avoid possible obs- 
truction by giving barium orally. And again, 
a sigmoidoscopic examination, barium enema 
and evacuation x-ray studies, and if neces- 
sary an air contrast examination are man- 
datory. A stool examination is always in- 
dicated but unfortunately is too often ex- 
amined by one who knows so little concern- 
ing such an examination. 


INDICATIONS FOR SURGERY 


The indications for surgery in most of 
the conditions mentioned are too obvious for 
further elaboration. But let me emphasize 
that the time to operate a polyp is when it 
is first seen to avoid possible malignant de- 
geneartion. 


In upper abdominal hemorrhage, if bleed- 
ing persists in spite of medical management, 
or if it recurs during the course of treatment 
as indicated by sudden spells of weakness or 
syncope, or a rising pulse and dropping blood 
pressure, be prepared for surgery and do the 
surgeon the consideration and courtesy of re- 
questing surgery as a life saving procedure 
rather than as a last resort. For many years 
I have followed the practice in all borderline 
cases of requesting a surgical consultation 
immediately after I have instituted treatment 
so that the surgeon may have the same op- 
portunity of evaluating the need for surgery 
as I have. 

If it is elected to perform surgery and 
the operating room is in readiness, detour by 
the x-ray laboratory and determine, if pos- 
sible, the source of bleeding, if this is not 
already known. There seems to be some con- 
troversy as to the safety of roentological 
examination in massive hemorrhage. The 
answer to the problem is very simple, pre- 
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dicated on the rule of common sense. If the 
patient is doing satisfactorily medically, in 
which case there certainly is no indication 
for surgery, then good judgement dictates 
“leave well enough alone” and save one’s 
curiosity regarding the exact nature of the 
lesion until a more appropriate time. After 
having given sufficient blood preoperatively, 
be prepared to do a partial gastric-resection. 
Finding a bleeding vessel that can be tied 
and the bleeding stopped is a _ pleasant 
thought in one’s dreams, but seldom en- 
countered when consciousness returns, since 
the bleeding is usually from many points in 
a thick indurated scar, or from a single 
sclerotic vessel, too thick or too short to tie 
with assurance and only a gastrectomy with 
removal of the ulcer is feasable. If we are 
unfortunate enough to find a duodenal ulcer 
penetrating into the pancreas the condition 
of the patient may not permit such a pro- 
longed and delicate procedure as removal of 
the ulcer. In this case it may be necessary 
to ligate the gastro-duodenal artery and its 
branches, the superior pancreaticoduodenal 
and the right gastro-epiploic vessels. 
Bleeding from esophageal varices may 
be controlled by one of the several tampon 
tubes such as the Rountree tube. At least, 
this procedure has more promise than any 
other form of emergency medical treatment 
but must be watched carefully to prevent de- 
compression of the pressure bag. 


CONCLUSION 


In conclusion I wish simply to say that: 

Massive hemorrhage of the gastro-intes- 
tinal tract is an emergency second to none 
and a condition where successful results can 
only be obtained by constant vigilance on the 
part of the physician and other attendants. 
It is likewise a condition in which, and I 
repeat, it is just as important to know what 
not to do as it is to know what to do. 


ANTIHISTAMINICS 
Appraisal Of Topical Use Of Antihistamines 


Ellis, F. A. & Bundick, W. R., J. A. M. A. 
150:773, 1952 


Despite earlier enthusiasm, the popularity 
of topical antihistaminic preparations has 
declined. A survey of dermatologists re- 
vealed that less than 10 per cent employ 
them with any degree of frequency. Reasons 
for discontinuing or curtailing use of topical 
antihistaminic therapy included ineffective- 
ness, aggravation of the condition under 
treatment and high incidence of sensitivity. 


Clinical Clippings, January, 1953. 
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PEDICLE OF THE RIGHT PAROVARIAN CYST: 
Report of a Case 


By Lazarus Manoil, M. D., Phoenix, Arizona 


The following is the report of a case of 
bilateral parovarian cysts with torsion of the 
pedicle of the right cyst. The literature has 
little to offer of similar occurrences though 
unquestionably they may occur from time to 
time. Wiener believes they form 4.1 per cent 
of the ovarian tumors, Wickman 8.6 per cent, 
Hoene 10.1 per cent, while Oldshausen states 
that he found them in 11 per cent. They are 
said to be most common between the ages 
of 20 and 30 but may occur at any age. 


HISTORY 


This patient is a 25 year old white mar- 
ried female who was admitted to the hospital 
on May 30, 1952, with a history of acute 
onset of severe sharp pains in the right lower 
quadrant one hour before admission. The 
pain was constant and radiated down the 
right leg. She vomited two times. Her pe- 
riods had been irregular since onset and the 
last one had been about two weeks before. 
She had been married six months and had 
never been pregnant. She had otherwise 
been in good health and had never required 
medical or surgical care. Physical exami- 
nation was essentially negative except for 
marked tenderness over McBurney’s point 
on slight pressure with rigidity and spasm. 
There was tenderness to a less degree in the 
right lower side and no masses could be felt. 
Pelvic examination: nullip entroitus; cervix 
felt normal in posterior vault; fundus an- 
terior not noticeably enlarged but very 
tender on manipulation; adnexae not satis- 
factorily made out but there was suggestive 
fullness and tenderness on both sides. 


LABORATORY FINDINGS 


Laboratory work: WBC 17,500 on admis- 
sion. Postoperative; RBC 4,400,000; WBC 
.25,200; HG 12.7 gms., 81 per cent; Urine 
1.026; albuminum and sugar 0; Microscopic; 
WBC 4-6; RBC 3-5. 

The patient was operated on about one 
hour after admission with a diagnosis of 
acute retrocaecal appendicitis and possible 
ovarian cyst with twisted pedicle. The ab- 
domen was opened through a McBurney in- 
cision and on opening the peritoneum, there 
was present free serous fluid. The caecum 
was readily identified and grasped with a 
sponge forceps. The appendix was found to 


lie retrocaecally and was bound down with 
adhesions. There was evidence of acute in- 
jection in the distal part, though the findings 
were hardly adequate to account for the se- 
vere abdominal pains on admission. The 
appendix was removed in the usual manner 
and the caecum reverted back to the right 
gutter. The patient was then placed in the 
Trendelenburg position and the intestine 
walled off with moist packs. A large cyst 
about 10x12 cms. in diameter was found 
to lie in the right side of the pelvis. The 
incision was enlarged and this cyst was 
brought out of the abdominal cavity. It was 
found to be a parovarian cyst twisted on its 
pedicle three times. Adjacent to the base 
of the pedicle was a moderately enlarged 
ovary with a lutein cyst. The fallopian tube 
was stretched out thinly over the parovarian 
cyst losing all its anatomical structure. This 
entire mass was removed by clamping the 
pedicle close to the cornu of the uterus and 
cutting. The stump was ligated with chromic 
No. 1 catgut. Examination of the uterus 
showed it to be normal in size and position. 
There were some adhesions to the lower pos- 
terior part of the sigmoid and rectum. These 
were separated by blunt dissection. On ex- 
amination of the left tube and ovary there 
was another large cyst 4x5 cms. bound down 
by adhesions to the sigmoid. This was freed 
by blunt dissection and was found to lie ad- 
jacent to the left ovary which appeared 
normal. The left tube was also found to be 
stretched out and adherent to the cyst. This 
parovarian cyst was clamped at the base of 
its pedicle, cut and removed. A small portion 
of the tube was left in situ. All bleeding 
points were checked and. found to be under 
control. The abdomen was then closed in 
layers in the usual manner. The patient had 
an uneventful recovery and was discharged 
from the hospital on June 3, 1952, the 4th 
postoperative day. 


PATHOLOGY REPORT 


The pathology report is as follows: 
GROSS: The specimen was comprised of a 
tubo-ovarian mass, a separate cystic struc- 
ture and an appendix. The tubo-ovarian 
mass presented gross characteristics of a 
large parovarian cystic structure which was 
very tense and filled with a large quantity 
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of light amber fluid. It measured 10x 12x 8 
cms. The fallopian tube was stretched over 
the surface and was partly adherent to the 
large ovary which measured 4x5x1 cm. 
The cut surface of the ovary showed a pin- 
kish gray, edematous parenchyma in which 
numerous follicular cysts were encountered. 
The other cystic structure measured 4 x 5 x 2 
cm. and also presented similar gross charac- 
teristics. The appendix measured 0.5 cm. in 
diameter and 6 cm. in length. The serosa 
was pinkish gray in color. There was no 
fresh exudate seen. The cut surface showed 
that the lumen was somewhat narrowed. 


MICROSCOPIC 


Sections through the cyst wall revealed 
a thin fibrous tissue cyst comprised of a few 
strands of loosely placed fibrous tissue with 
a thin, endothelial-like lining of flattened 
epithelial cells. Attached to the outer wall 
there was an atrophic flattened fallopian 
tube seen, showing atrophy of the epithelium 
lining the papillary folds. The remaining 
ovary showed edema of the cortex and me- 
dulla, hyperemia of the vessels and an in- 
filtration with a few inflammatory cells. 
There were also a few cross sections of fol- 
licular cyst walls encountered and an oc- 
casional corpora albicans was seen. The ap- 
pendix showed a slight hyperplasia of the 
lymphoid elements of the mucosa and this 
layer was infiltrated with a few lymphocytes 
and an occasional plasma cell as was the 
submucosa. 


DISCUSSION 


The parovarium is a vestige of the upper 
or mesosalpingial- portion of the wolffian 
duct, the epoophron, and is usually found 
between the layers of the mesosalpinx or in 
the broad ligament. These fetal remnants 
may give rise to cystic tumors termed par- 
ovarian cysts. They vary in size and ge- 
nerally are unilocular and contain clear fluid. 
Kummel and Nagel recorded one cyst which 
weighed 42 pounds and contained 33 liters 
of fluid. They are usually smaller than cysts 
of the ovary proper because their growth is 
restricted by the attachments of the broad 
ligament. These cysts may be mistaken for 
ovarian cysts but usually can be recognized 
by the greatly elongated fallopian tubes 
stretching over their surfaces. The ovary is 
attached to the side of the cyst, but in the 
case of large cysts, it may be flattened in the 
cyst wall. In cases where the cyst may 
burrow down in the broad ligament, it may 
come in contact and adhere to the ureter. 
In removing, there may be a great danger of 
injuring the ureter. In this case report, the 
right parovarian cyst was lying freely in 
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the pelvis twisted on its pedicle three times, 
and therefore must be of extremely uncom- 
mon occurrnce. 


SUMMARY 


1. Case reported of bilateral parovarian 
cysts associated with appendicitis. 


2. Parovarian cysts ordinarily arise and 
grow between the layers of the broad li- 
gament, but in this case the right parovarian 
cyst was found to lie freely in the pelvic 
cavity and twisted on its pedicle. 


3. Uneventful convalescence resulted 
after removal of both parovarian cysts and 


appendix. 
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Anti-TB Drug ‘INH’ Released 


‘INH’ (Isoniazid, Lilly) is the most recent 
addition to promising new anti-TB drugs 
which have been released for treatment of 
selected tuberculous cases under close medi- 
cal supervision. ‘INH’ is also known as isoni- 
cotinic acid hydrazide. 


For the present, the recommended use of 
‘INH’ is limited to the treatment of TB vic- 
tims who are not responding satisfactorily to 
streptomycin therapy. The package labels 
state that it is “for use in the treatment of 
streptomycin-resistant tuberculosis, under 
close supervision of a physician.” The new 
drug ‘INH’ is known to have been used ef- 
fectively in some cases of miliary tuberculosis 
and tubercular meningitis, which are 
frequently fatal. The labels also bear the 
legend required by the new amendment on all 
prescription drugs — “Federal law prohibits 


‘dispensing without prescription.” 


As yet there has not been sufficient study 
to determine the ultimate place of ‘INH’ in 
the treatment of tuberculosis. It is estimated 
that 4,000 tuberculosis patients are not under 
treatment with new drugs of this type. 


There is some concern about the possible 
effects of indiscriminate use inasmuch as 
some investigators have reported the e- 
mergence of resistant strains of tubercle 
bacilli after varying periods of treatment 
with this substance. For this reason, it is felt 
that ‘INH’ should be reserved for use in se- 
lected cases in which it may serve as a life- 
prolonging or even lifesaving measure. 
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high, one should anticipate postoperative 
tetany as calcium flows rapidly back from 
the blood into the decalcified bones. In this 
event, the high phosphatase content persists 
and with it a low serum phosphorus level 
until skeletal repair is completed.’”’ — Robert 
W. Schneider, loc. cit. p. 299. 

41. “A normal level of alkaline phospha- 
tase in a patient with extensive bone disease 
virtually excludes hyperparathyroidism but 
is typical of multiple myeloma. The latter 
disease is frequently confused with hyper- 
parathyroidism ; hypercalcemia, hypercalciu- 
ria and renal calculi may be present, but 
roentgenographically the bone lesions in mul- 
tiple myeloma are usually more sharply de- 
marcated.”’ — Robert W. Schneider, loc. cit. 
p. 299-300. 

42. “Hyperparathyroidism can be caused 
by an adenoma of one or more parathyroid 
glands, diffuse hyperplasia of all parathyroid 
glands or carcinoma of one or more parathy- 
roids. In some cases of secondary hyperpara- 
thyroidism, hyperplasia is present secondary 
to an increased demand for parathyroid 
hormone; the most important of these is that 
secondary to chronic renal insufficiency.” — 
Robert W.Schneider, loc. cit. p. 300. 

43. “Albright, et al., have emphasized the 
unusual occurrence of hyperparathyroidism 
associated with primary hypertrophy and 
hyperplasia of all four parathyroid glands. 
This type of pathologic picture is most un- 
usual; the cells are composed of water-clear 
cells only, each individual cell is two to four 
times the normal size and the intercellular 
substance is remarkably scanty. The term 
hypertrophy is desirable because the micro- 
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scopic appearance is completely different 
from the hyperplasias of the parathyroid 
glands secondary to renal insufficiency.” — 
Robert W. Schneider, loc. cit. p. 300-301. 

44. “Secondary hyperparathyroidism im- 
plies parathyroid hyperfunction secondary to 
increased demand for more parathyroid hor- 
mone. The condition is believed to exist in 
a number of diseases; the chief among these, 
and the only one to be considered here, is 
a long-standing glomerular nephritis. The 
glands may be normal or greatly increased 
in size; they are composed predominantly of 
normal-sized chief cells with a reduction in 
intercellular fat tissue.” 

“When renal failure is sufficiently severe 
to lead to nitrogen retention, there is usually 
an associated phosphorus retention. Hyper- 
plasia of the parathyroids presumably occurs 
in an attempt to overcome the renal barrier 
to phosphorus excretion. It is evident that 
surgical removal of part of the parathyroid 
tissue under such circumstances should be 
avoided.” — Robert W. Schneider, loc. cit. 
p. 301. é 

45. “If a single adenoma is found, one 
should be content to close the neck and await 
recovery. If recovery does not occur, the 
other side can be more readily exposed than 
would be possible if it were explored at the 
time of the initial operation. If, on frozen 
section, the parathyroid enlargement proves 
to be hypertrophy, then all four parathyroids 
should be located, three should be removed 
and approximately 200 mg. of the fourth 
left in place.’”” — Robert W. Schneider, loc. 
cit. p. 302. 
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